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PREFACE 


It is heartening ‘to note that several voluntary agencies are coming up to 
help people in distress. This Shows the concern of our people in the problems 


of the society and their willingness to serve the people. This is really a good 
sign. 


The role played by voluntary agencies is of vital importance in our country 
and people thus volunteering to serve the needy is the need of the hour. People 


instead of expecting the Government to do everything, should in this way come 
forward towards the service to humanity. 


The Prasanna Counselling Centre of the Hindu Seva Pratishthana started 
in 1980 is doing yeoman service to hundreds of individuals and families who are 
confronted with several kinds of crisis, distress in their lives, by counselling 


and guiding them. The centre is also training the volunteers in offering 
counselling services, 


As a result of their experience over the last eight years, the Prasanna 
Counselling Centre has developed this Manual for the use of trainees. I 
am confident that this Centre continues to provide more and more service by 
way of counselling, guiding as well as by training volunteers. 


I hope the Centre would grow from strength to strength to cater to the 
needy. 


G. N. NARAYANA REDDY 
Director 
National Institute of 
Mental Health and Neuro Sciences 
Bangalore 


FOREWORD 


I am one of such social workers who keep contact with thousands of 
families in a bid to create a better social order, We have been working for the 
last three decades with this motivation. During our work we have come across 
several situations where a little help from an able person would resolve the 
problems and a congenial atmosphere would be created wherein all the partici- 
pants can work together in harmony, 


Eight years ago, Hindu Seva Pratishthava was started to locate sincere and 
selfless workers and trainthemto take up different aspects of social service. 
Our experience indicates that there are a good number of persons in society who 
have ‘Samyedana’ at heart. They have a special eye to see the misery all around 
and an ear tuned to hear the agony of people and a tender concern to alleviate 
the mental pain of others. 


Usually all people have problems and they manage their problems by 
virtue of their age, experience and wisdom acquired through the years. Often 
they take the help of friends and relatives in resolving the crises. Occasionally 
they may land in complex situations wherein a standard solution may not be 
forthcoming. Any possible solution may worsen the situation and increase 
their pain. Even in such situations, certain persons manage to cut the Gordian 
knot by their skill acquired by the trial and error method and to the satisfaction 
of all concerned. Our tradition and social set-up have alot of potential to 
enable such persons to blossom. They are persons who have concern for people 
and a commitment for a cause. 


As a result of increasing industrialisation and complexities of life, people 
are confronted with varieties of problems. The unceasing trend towards urbani- 
sation has multiplied such problems. The accelerated pace of change in life 
and situations, the range of novel situations available and the wide and diverse 
options developed with the aim of bringing greater happiness to human beings 
have ultimately snatched the very sheet-anchor of contentment and happy 
tiving conditions to a very great extent. 


It has been observed by sociologists that persons living in urban environ- 
ments exhibit the same characteristics as animals in captivity. Towns, Cities and 
metropolitan areas which are aptly described as large crowds of self-centred, 
isolated individuals living together, provide no opportunity to an individual to 
evole himself. 


In such complex situations wherein the road to growth is blocked and 
persons are subjected to enormous stresses, extreme tension is the only result. 
Nowadays, because of the creation of nuclear families, the security and advan- 
tages offered by undivided families are also not available. We thus find ourselves 
in a strange situation. Naturally evolved counsellors with sensitiveness or 


‘Samvedana’ find themselves no longer technically adequate to tackle the 
problems of the present age. 


This was the motivation for us to start a training centre and also create a 
model pilot counselling centre which may, ultimately, become the nucleus for a 
chain of such centres all over. 


By a sheer coincidence we came across Smt. M. C. Pankaja, an experienced 
teacher and a trained lay counsellor who very readily accepted to assume the 
responsibility and lay a firm foundation for the whole project, and create 
the basic infrastructure. Needless to say, she has succeeded in this task 
admirably. 

Subsequently we approached Dr. Mrs. Malavika Kapur of National 
Institute of Mental Health and Neuro Sciences (NIMHANS) to design a course 
for training lay volunteers with ‘Samvedana’ or sensitivity. She bestowed a lot 
of time and thought over it and offered her assistance to this project ona 
sustained basis. After she consented to be associated, her commitment became 
total. Through untiring efforts she has motivated scores of persons to develop as 
successful counsellors. Likewise. Dr. Mohan Issac, Dr. C. R. Chandrashekar, 
Dr. B. N. Gangadhar and Mr. Raja Ram of NIMHANS, along with 
Smt. M,C. Pankaja have matched the efforts of Dr. Mrs. Malavika Kapur with 
utmost dedication. All these now constitute a successful and efficient professional 
team to train counsellors. . 


In the present booklet, the team has collected all the basic material needed 
to guide the lay volunteers in becoming effective counsellors. 


We sincerely hope that the wisdom and data collected assiduously during 
the last eight years will be of considerable value to other similar institutions 
working in this field, to resource persons who would like to train Others, and to 
all who are endowed with empathy in their heart to become successful 
counsellors. 


We are deeply indebted to the professional team which has prepared the 
manual with meticulous care, and to all the lay volunteers who have contributed 
to this endeavour with exemplary devotion. 


AJIT KUMAR 
Director 
Hindu Seva Pratishthana 
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SECTION 1 


MENTAL HEALTH WORK BY 
LAY VOLUNTEERS 


Introduction 


The subject of mental health work 
by lay workers or non-professionals has 
been a source of great controversy in the 
recent years. In the field of medicine the 
Same controversy had prevailed as to 
whether paramedical personnel can 
provide health care, One of the criticisms 
has been that it is a way of providing 
poor quality care for the really needy ; 
a second rate treatment for second class 
citizens. On the face it may appear so, 
but in developing countries where there 
is acute shortage of trained professionals, 
the only choice left is not to provide 
health care for the needy at all (for 
example, no help at all can be given to 
the 80% of the rural people and those 
urban folk who do not seek expert help 
in the centre for specialists, due to 
reasons of their own). If in the event 
every one in urban and rural areas are 
made to utilize the available facilities, 
the specialist centres would not be able 
to cope with the work as they are all 
saturated to the point of breakdown. 
Thus the crucial question is as to how to 
give the maximum possible through 
the available resources which are 


meagre. 


Now, we consider the field of 
mental health. As you all know most 
people have problems of some kind or 
the other. Some may have very serious 
problems while others may have only 
minor problems. But how often do these 
people seek help from professionals - 
i.e. a psychiatrist, a psychologist or a 
counsellor ? Unless some one is totally 
unmanageable, one hesitates to go to 
these professionals. 


As people are reluctant to seek or 
ignorant of help that could be obtained 
and as there is shortage of experts or 
Specialists, the question whether a non- 
professional can help, becomes an 
academic one. After all, a priest, a grand 
mother, an uncle, the best friend — all 
these people from time immemorial have 
offered help to a distressed person, 
without any legal restraint. Thus help by 
non-professionals need not be such a 
controversial issue. 


A non-professional worker is a 
person who may have a profession like 
teaching, law, business and may have no 
training in health care. Can the skill 
acquired over years of training be 


transferred by a professional to the non- 
professional worker efficiently ? Will the 
quality of work not suffer ? These are the 
most important issues to be considered. 
Thus the question is not whether a non- 
professional can help but how will he 
learn the basic skills required to help 
another human being. Thus a great 
deal of ground work has to be done by 
the so-called professional to enable the 
non-professional to be able to do an 
efficient job. 


(1) The basics should be taught 
without jargon and complex 
theories. For example, to teach 


how to recognise an illness requiring 
treatment and when to refer it to 
the professionals. Thus, theories of 
causation and diagnosis etc., may 
not be required at all but an 
acquaintance with the conditions 
which are potentially to be handled 
by a lay person is essential. 


(2) In addition what has to be taught 
is what is most frequently encoun- 
tered by the volunteers. Based on 
that, a training course can be 
tailored to suit the needs of the 
community and helper. Quite often 
with the right kind of training a 
non-professional may render better 
service because he has his roots and 
a commitment to the community. 


Thus we find that with appropriate 
training a non-professional can help. Now 
the important question is, can any one 
do such a job? Of course not. There are 
some people who havea good deal of 
capacity to help others and they can 
work efficiently. There are others who 


have the potential, waiting to be drealies. 
There are some with hardly any potential 
for such task. Thus it is important to 
seek those who have these qualities 
which are required. What are these 
qualities which differentiate a good 
friend from a common gossip who may 
appear to listen sympathetically but may 
cause more harm than heip? Or what are 
the qualities of a good counsellor? 

i) The counsellor should care about 
the client. 

ii) He should be honest about his 
dealings with the client and 
informants. 

iii) He should try to see everybody’s 
view points equally and 
impartially. He should not be 
biased. 

iv) A certain formality in relation- 
ship should be maintained. 

v) Heshould be a trustworthy person 
who can keep confidential 
information to himself. He must 
not gossip or use the information 
for his or others’ benefit. 

vi) Capacity to establish rapport (to 
have aclose emotional relation- 
ship with the client). 

vii) Capacity for feeling what others 
feel (empathy). 

viii) Patience to listen to others. 

ix) Open mindedness and not being 
bound by narrow and restricted 
value systems. 

x) Sensitivity. 

xi) Commitment and a_ sense of 
service or dedication without 
expecting rewards, monetary or 
otherwise. 

xii) Faith in oneself and others. O O 


SECTION 2 


PROBLEMS 


These are problems which most of 
us face some time or the other in our 
life time. But it is only when they are 
incapacitating and disturbing that -these 
are considered as pathological. 


1. Anxiety 


Every one at some time or the other 
experiences anxiety. However, one 
may be overwhelmed by it. Anxiety 
has several psychological and physical 
manifestations. |The pyschological 
manifestations may be anxiety, fear, 
tension, poor concentration or 
confusion while the physical signs are 
perspiration, palpitation, trembling, 
restlessness, dryness of mouth etc, 
Anxiety may be chronic or acute 
related to stressful situations. 


2. Fears or Phobias 


All of us may have some fear or the 
other such as those of objects, 
animals, situations etc. But when 
these fears totally incapacitate the 
person these are considered to be 
phobias. For example, a_ person’s 
fear of crossing the road may make 
him totally house bound and not 
even allow him to go to his office. 
These fear could be for heights, open 


OF LIVING 


places, vehicles, strangers, animals 
and so on. 

Obsessive Compulsive Symptoms 

A person with these symptoms may 
be compelled to think or indulge in 
action repeatedly, inspite of the fact 
that he realises it is stupid to do so. 
These problems may appear odd or 
funny to others but are in fact very 
distressing to the sufferers. Examples 
are that of washing hands or clothes 
repeatedly despite the fact there is no 
need for it. 

The models of treatment for the 


above three conditions are: 


a) Drugs- which are often pre- 
scribed by the physicians 
and could lead to dependance 
if used on long term basis. 

b) Psychological Therapies (Psycho- 
therapy or counselling aimed at 
alleviating distress or behaviour 
therapy which involves techniques 
of unlearning faulty modes of 
behaviour). 

c) Yoga and other traditional 
techniques of alleviating anxiety. 


Physical Symptoms and 


Their Relation to Mind 


It has been seen earlier that when 
one is anxious, one tends, to geta 


number of physical symptoms such 
as palpitations, sweating etc. When 
one is mentally exhausted one gets 
headache, feels physically weak too. 
When one has fever, one may feel 
depressed or irritable. Thus there 
appears to be a very close relation- 
ship between the body and mind. 
This relationship exists even in the 
realm of production of symptoms. 
These may be linked in a very direct 
and simple fashion or indirect and 
complex fashion. 


i) A person may not have a symptom 
but may say he has a headache 
or stomachache to avoid a 
unpleasant situation. This is 
called malingering or lieing. 


ii) A person because of tension and 
anxiety may develop symptoms 
such as headache, dizziness, 
nausea, vomiting etc. When 
the tensions are reduced. the 
Symptoms may decrease. They 
may also decrease with medication 
or drugs. 


iii) Some times psychological distress 
may cause symptoms which 
cause bodily changes. Examples 
of these are Ulcers, Asthma, 


v) 


Hypertension and so on. These 
symptoms require to be treated 


with drugs because there are 
already changes in the body 
because of the illness. However, 


psychological support in reducing 
the distress may hasten the 
recovery and reduce the number 
and intensity of the attacks. 


Sometimes psychological 
distress may produce physical 
symptoms without bodily changes, 
examples are spells of unconscious- 


‘ ness, shaking of limbs, loss of 


power of limbs, ‘possession’ states, 
and at times even ‘fits’. These 
disorders should be seen by a 
physician or a neurologist and 
an organic basis for the illness 
must be excluded. These can 
be treated by a mental health 
professional effectively, through 
only psychological techniques 
without recourse to drugs. 


There are illnesses such a scancer 


‘or diabetes which are physical 


illnesses but mind can still exert 
control over the insensity and 
duration of illness. But naturally 
the treatmeat by drugs have to go 
on regardless. 


SECTION 3 


PROBLEMS OF CHILDHOOD 


It is important to know children’s 


problems because of the following 
reasons : 
i) Problems which are very disturb- 


ii) 


iii) 


ing at an early age may produce 
serious handicaps in later life. 
Some problems may be considered 
serious problems by those around 
but actually may be those about 
which one need not worry much 
(eg. thumb sucking, nail biting or 
masturbation). : 

Any problems which is distressing 
to the child and those around him, 
may also impair child’s develop- 
ment at school or home. That is 
why first-aid measures, are very 
essential. A large number of 
schoo] dropouts and _ poor 
performance at school may be 
avoided, if problems of children 
are attended to when noticed. 


The Problems Seen Amongst Children of 


Various Groups 
0-5 Years 


i) 


Neglected Children: A disturbed 
pregnant mother may neglect or 
illtreat the-new born or rest of her 
children. An over worked or 
indifferent mother may also 
neglect her young children. 


ii) 


iii) 


Iv) 


Fussy Eaters and Poor Sleepers: 
These often occur because of 
faulty child rearing practices. 


Mental Retardation: A child in 
whom there is, delay in sitting, 
walking, talking as compared to. 
other children may be retarded 
from birth. These children 
cannot be helped by drugs or 
traditional methods of treatment. 
But the child can be helped by 
patient and repeated training. 
Affectionate handling goes a long 
way in helping these children. 
But parents must be made to 
accept that the child may never 
completely become normal and 
that he may have his own 
special qualities for which he 
should be appreciated. The 
parents should not feel ashamed 
of the child. 


Fits: Fits with or without fever 
should be reported to a doctor 
(for details, look up the section on> 
epilepsy). If the child happens to 
get fits while being given bath, 
instruct the family to use only 
luke warm or cold water bath in 
order to avoid a fit. 


v) Restlessness: If a 


vi) 


child is 
extremely restless, find out 
whether he is restless in only 
certain situations; try and avoid 
those situations; if generally 
restless, setting up of regular 
routines for eating, bath and play 
helps. Assure the parents that 
the restlessness would get less as 
the child grows up. 


Speech Problems: Stuttering, 
lisping, misarticulation, _ shrill 
or hoarse voices may be treated 
by speech therapists. Harelip 
cleft palate etc., can be remedied 
with the help of a plastic surgeon. 
Earlier the child is referred, better 
are the chances of better physical 
appearance and speech pattern. 
The treatment takes 
length of time, every day an hour 
for a month or more. However, 
the lay worker can also helpa 
stammerer by doing the following 
things. “Do not avoid looking 
at or talking to the stammerer; 
give a few extra seconds to 
answer a question which is asked; 
do not prompt and look into his 
eyes when he speaks’’. Generally, 
anxiety makes the stammering 
worse. 


A friendly relaxed approach 
helps a great deal in reducing 
stammering. However, the case 
should be referred to a speech 
therapist. Stammering initially 
may start while imitating some 
one who stammers. Stammering 
is more often prevalent in males. 


a good. 


Stammering in a child below 
five years is often a temporary 
phase which passes off if 
parents are not anxious and do 
not in turn make the child anxious. 
But if it persists into school age, 
a speech therapist’s help should 
be sought. 


6-12 Years 


At this age, the child moves away 
from the security of his home and enters 


the school. 


The problems which come 


up at this age are as follows: 


i) 


ii) 


iii) 


Refusal to Go to School: When a 
young child does this, ask the 
mother to help him to get used to 
school gradually and at school 
the teacher can help by paying 
extra attention. With an older 
child who refuses to go to school, 
find out from him why he does 
not want to go to school and 
look for problems at home or 
school. 


Learning Difficulties at School: 
If a child is slightly backward he 
would need extra help in studies. 
He may also have special diffi- 
culties in reading or writing 
though he appears to be of 
average intelligence. Such a child 
may not be lazy but may have 
other problems, — 


Emotional Problems: Chidren 
may show problems which are 
distressing to themselves such as 
Shyness, timidity, fearfulness. 
anxiety etc. Such children could 


iv) 


v) 


vi) 


be helped by considerate adults 
around. 


Behaviour Problems : Some 
children may behave in such a way 
that they are disturbing to others. 
Fg. aggressive, quarrelsome, 
stealing, missing school etc. But it 
is important to remember when the 
child has the kinds of problems 
mentioned above persistently, that 
these are caused by what is 
happening around them, in his 
family, neighbourhood or school. 


Restlessness (same as for young 
children): It is often the children 
who are bored in classroom or 
outside who become restless. 
Anything interesting to do or 
Stimulating the child, reduces 
restlessness in an older child. How 
to manage very restless and hyper- 
active children? Above the age of 
3, small doses of drugs can be 
given. But find out if the child is 
always restless or of situational. 
Eg. if there is more restlessness 
in the classroom only, may 
be the classroom is boring. Give 
interesting tasks to the child, the 
restlessness may come down. Fix 
up a daily routine and do not make 
too many changes as they make 
the child too restless. 

Wetting at Night: If the child is 
not toilet trained, gradually 
increasing the time gap between 2 
visits to the toilet helps in getting 


better bladder’ control. If 
those who have been toilet 
trained, start wetting, it may 


become a problem to the child 


ix) 


and those around him. This may 
also be due to emotional distress. 
If he has pain while urinating or 
dribbling, he has to be taken to a 
doctor. If no such problems are 
there, asking the child to empty 
his bladder before going to sleep 
and waking him up in the middle 
of the night also helps. If parents 
are not anxious itis a great help 
too. And one should never 
make fun of the child. Delay 
in toilet training tends to run in 
families. 


A Child with Chronic Physical 
Illness or Handicaps: A _ child 
could be hepled to feel that he 
can also do many of the things 
which others do if he is confident 
of his abilities. 


12-16 Years 


This is the age when a good deal of 
normal changes occur in a youngster. 
These are physiological, psychological 
and social in nature. 


i) 


11) 


iii) 


Physiological: Thisis a period of 
rapid growth with changes in 
physical characteristics. 


Psychological: Psychological 
changes occur with the increase in 
learning skills and increased 


interest in the outside world. 

Social: The youngster wants to 
move away from his family to 
enter the world of peers of 
companions. Because of the above 
changes he comes into conflict 
with authority figures. However, 
he still is a child with an adult’s 
body and adult emotions. Thus 


at this age he needs trusting 
relationships with adults who can 
set limits as to what he can and 
cannot do. 


Problems 


l. 
a 


Loss of interest in studies. 


Need for professional and vocational 
help and advice which is realistic 
(Eg. not every one can become 
a doctor). 


Awakening of sexual interest lead 
to experimenting with masturbation, 


homosexual or heterosexual inter- 
actions. All these may be considered 
as normal phases of development. 


Minor and major physical handi- 
caps are seen as highly disfiguring 
by the youngster. Hence, a sensi- 
tive handling and reassurance is very 
helpful. 


Experimenting with drugs is common 
among youngsters. But if he 
becomes addicted, help should be 
sought. 


SECTION 4 


PROBLEMS OF ADULTHOOD 


The various problems of different 
phases of life after the adolescent years - 
the problems of ‘youth, marriage, work, 
middle age and old age’ were highlighted. 
The problem associated with these are 
very widespread and are rarely brought 
to a professional. So it is for these 
problems that lay workers have a better 
scope to help others because they may 
come across these much more often than 
the professionals do. 

Youth is the period of late teens and 
early twenties. Many of the problems 
of adolescent period continues. Reoccupa- 
tion with his or her body image, sex, 
indentity etc., continue. Problems in the 
educational sphere which may have a 
bearing on the individual’s ultimate 
career or vocation are common. Some 
question of authority both at home as 
well as college or university have 
problems in relationships. It is important 
to remember that a good percentage of 
the most common severe mental illness 
namely schizophrenia - psychosis _ start 
during this period. Many, in this period 
have problems with drugs and tend to 
become dependent on it. People have 
to make choices of their career but very 
often they cannot choose but have to be 
satisfied with what is available. Many 


2] 


pass through periods of unemployment, 
underemployment with their accompany- 
ing problems of having to depend on 
others and not being able to contribute 
to family income. 

Then comes the problems associated 
with marriage of choosing a partner, 
dowry, living ina joint family with its 
inherent problems, sexual adjustment, 
pregnancy and bringing up of children. 
Although in countries like ours, we do 
not have the alarming problem of 
increasing broken marriages (divorces) 
leading to broken homes, child abuse 
etc., it is certain that there are constant 
stresses and tensions in these areas. 
Marriages may not break leading to 
separation, divorces etc., but many 
marriages may be unhealthy and just 
short of that. While the joint family 
system has its many advantages, there 
are problems too. Most of the problems in 
these areas do not amount to psychiatric 
illness and never reach professionals, but 
at the same time, marriage and family 
counselling services are not available to 
the community, there is a need to 
strengthen this. ‘The problems in work 
are usually and mainly due to problems 
in interpersonal relationships and _ less 
due to the work as such - problems of 


non-cooperative and jealous colleagues, 
problems of a ‘bad’ and ‘understanding’ 
boss, problems of disobedient subordi- 
nates etc., are all too common at our 
work place. 


The middle age is comparatively 
more stable. The problems during this 
period are more real and related to the 
then life situation of the individual. They 
are not attributable to this phase of life 
of the individual. Often people work 
hard and are more responsible. In 
females, the period of menopause poses 
difficulties much of which are 
physiological. Many women have the 
psychological problem i.e., fear of being 
less of a woman. 


The old age has the problems of 
decreasing personal income because of 
retirement, decreasing authority and 
power, having a lot of spare time, not 


reasons as well as health reasons. It is 
widely believed that in our country 
because of the tradition of respecting 
and looking up to the old, and the joint 
family system, old people do not face 
many problems like their western counter- 
parts in developed countries. In these 
countries the number of old people with 
problems are ever increasing (also due to 
the increasing longevity of life and better 
health care standards) and the state has 
to take the responsibility of looking 
after the old. 

It was emphasized that these were 
the broad areas where problems arose 
but nothing was specific. Each case 
would be unique in its own way and 
more insights into managing them will 
only be gained after discussion of 
several cases by the group. Thus dis- 
cussions of cases presented by each of 
the participant, later on, would help in 


knowing what to do, _ increasing gaining better knowledge into the 
dependency on others because of financial problems. 
eh era 
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SECTOIN 5 


Alcohol and Drug Dependence 


These are problems which are 
increasingly faced all over the world 
including our country. A person who 
starts taking alcohol or any of the habit 
forming drugs, initially - only occasionally 
and for various reasons, may start 
taking them regularly and in increasing 
dose ultimately becoming dependent on 
it. All his efforts to stop consumption 
of these would fail. In addition to the 


toxic effects of these substances, 
dependency on them, brings about 
deterioration in functioning of the 


individual in all spheres, like family, 
work etc. Let us consider alcoholism in 
detail. There are many people who 
drink occasionally at a party, orona 
special occasion. They are not problem 
drinkers but are called as social drinkers. 
They drink in varying frequency but 
have no tendency to increase the dosage 
and are equally comfortable when they 
don’t drink. Alcohol taken in smaller 
quantities (when the blood level is low) 
releases the inhibitions which people 
generally have and induces ‘cuphoria’ - 
a sense of well being. In this state 
people are happy, cheerful, talk freely 
and frankly, are confident and none of 
the problems of their every day life 
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Situation seriously worry them. They 
feel relaxed and can go off to good sleep 
comfortably without undesirable side 
effects the next morning. 

How to find out symptoms of 
problem drinking? The first thing to 
occur in a person who his likely to 
become dependent on alcohol is that he 
tends to drink more frequently and later 
daily. He develops, what is called 
“tolerance? - a need to take increasing 
amount to get the usual experiences. For 
eg., if two pegs of Jiquor produced 
happiness, after sometime 3, 4 & 5 pegs 
would be needed to experience the same 
happiness. With drinking of increasing 
amount, there would be associated 
incoordination, incoherence, deteriora- 
tion in higher mental functions like judge- 
ment etc., in addition to a feeling of 
happiness. They may experience a 
phenomenon called ‘black outs’ - when 
they forget everything that took 
place during the drunken period. They 
get up the next day with severe ‘hangover’ 
feeling. The increased drinking almost 
proportionately brings down their work 
efficiency. Soon, to get over the 
hangover feeling and other associated 
symptoms like unsteadiness, shaking of 


the hands etc. They start drinking in 
the mornings too. Another thing which 
happens is that, food gets substituted by 
alcohol, thus leading to various deficiency 
States and deteriorating physical health 
(illness due to the effects of alcohol like 
peptic ulcer, damage to the liver and 
associated problems, neuropathies due to 
vitamin deficiencies etc.) occur. As their 
need for more alcohol increases they 
need more money to buy alcohol, their 
income start dwindling and ultimately 
may stop, leading to breaking of family 
etc. 


The alcohol and drug habit may 
sometime be a manifiestation of or be 
associated with other psychiatric 
problems like - depression, schizophrenia 
etc., in which case they will have to be 
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appropriately treated. In many cases 
alcohol or drugs can lead to a state 
which is similar to some of the serious 
mental illnesses. Sudden withdrawal from 
these can at times produce serious 
physical and psychological symptoms in 
people who are dependent on them. The 
drinks should be stopped gradually and 
never suddenly. 

Explain the family that their 
attempts to hide drinks, make the addict 
promise and their sacrifices would not 
help in managing the problem. He/She 
should be treated. 

Identify affected people, convince 
them and their families to obtain and to 
co-operate with the treatment. The 
treatment is best given by a mental health 
professional. 


SECTION 6 


MAJOR PSYCHIATRIC PROBLEMS 


Psychoses 


Psychoses are major or severe 
mental illnesses which are present all 
over the world in all cultures and in 
urban/rural populations. The persons 
who suffer from these illnesses lose touch 
with reality and _ exhibit _ bizarre 
behaviour and actions. Their talk 
would often be ununderstandable. They 
could be of danger to themselves, their 
family and community. The symptoms 
of these major mental illnesses closely 
correspond to the layman’s concept 
of ‘madness’. There could be abnor- 
malities in talking-(either too much, 
too little or ununderstandable) — thinking 
(various wrong beliefs about themselves, 
others and the world around them) 
emotions (too happy, unhappy or in 
different - for no reason) perceptions - 
(hearing or seeing things which really do 
not exist) and actions (because of the 
above abnormalities). There are mainly 
two types of Psychoses : 


1. Schizophrenia; Here the illness 
usually starts and often tends to run 
a chronic course if appropriate treat- 
ment is not given. There may or 
may not be a precipitating factor. 
The person who suffers from this 
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may be excited or violent and 
restless, or dull and withdrawn and 
can show various behaviours at 
various points of time. They may 
have erroneous ideas about them- 
selves and others and these cannot 
be removed by _ discussions or 
attempts at convincing. They may 
report hearing voices and seeing 
things which do not exist. These 
people may be found to talk/smile/ 
mutter/cry to self for no reason and 
one may not be able to meaning- 
fully communicate with them. 


Mania and Depression 

Mania: This is a type of severe 
mental illness wherein the attack 
comes as episodes in cycles and in 
between the episodes the person is 
absolutely normal. During the 
episode the person is_ sleepless, 
unusually happy, very energetic and 
active and talks excessively. He 
is boastful, overconfident and 
highly irritable. He may make tall 
claims and can become a nuisance 
to others because of his boastful 
excessive talk and over-activity. 


Depression: This illness too occurs 
in episodes which last for a few days 


or a few months. Sometimes 
mania and depression can occur 
alternatively. The person who 
suffers from this is unusually and 
excessively sad, feels hopeless and 
worthless. He loses his confidence 
and is disinterested in everything 
around him. He is sleepless and 
talks very little. He may entertain 
suicidal ideas, and may even 
attempt it. 


Sometimes major mental illness 
may be caused by physical causes such 
as childbirth, high fever or head injury. 
In all these illnesses, apart from showing 
psychological disturbances, the patients 
may have disturbances in the pattern of 
sleep as well as appetite. Over a period 
of time, marked decrease in the hours 
of sleep, early waking, going to sleep 
late may be some of the common 
features and may herald the beginning of 
a serious mental illnesses. Poor appetite 
may be a feature of depression while 
excessive appetite may be that of mania. 
In serious mental illnesses, all the above 
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mentioned features may be traced toa 
particular time of onset and was never 
seen to be present before that. 


In all these major mental illnesses, 
the important thing to note is that most 
of them can be treated successfully with 
drugs, which are now available. These 
drugs have to be taken regularly for 
rather longer periods of weeks to months 
and even years. Chronic mental illnesses 
can be treated. Even when the illness is 
not completely cured, the patient may be 
able to function better than what he did 
when not on medication. 


Their family should be talked to 
and their attitude towards the patient has 
to be understood. Encourage them to 
go to a psychiatric centre, even if it takes 
two or three sessions to convince the 
need for treatment. Discourage them from 
delaying treatment or taking the patients 
for other kinds of treatment based on 
false beliefs and from self-administering 
the drugs or dosages without medical 
advice. 


SECTION 7 


Management of Psychiatric Disorders 
at Home and in Community 


The public opinion on mental 
illness and fits is usually influenced by 
inadequate knowledge, religious and 
superstitious beliefs. Though these 
conditions can be treated, their manage- 
ment becomes difficult as the people 
dislike, suspect, reject and fear the 
mentally ill and epileptics. They are 
called ‘Mad’ and isolated from everybody 
and from every activity. Due to these, 
helping them to adjust with the family 
and society becomes difficult. 

With limited service facilities in our 
country, not all the patients could be 
hospitalised. Even if some patients are 
admitted to psychiatric centres, the 
hospitalisation is only for a short period. 
Ultimately it is the family that takes care 
of the patients. Hence it is imperative 
to utilise the family and community 
potentials in the effective management of 
psychiatric patients. 

To achieve the goal of healthy 
adjustment of the patients in their 
families, it is necessary to know about 
the family members, their relationships 
and their economical and environmental 
resources. In doing so, one is likely 
to come across not only the family 
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conflicts, quarrels, disagreements, 
misconceptions and myths related to the 
patients problems but also their resources 
for coping with these problems. Con- 
fidence can be won by establishing good 
relationship with significant relatives. 
As these members are also interested to 
solve the problems, any practical help 
Or suggestions in patients’ management 
would be considered highly valuable 
and accepted. 


The following are the guidelines for 


the maximum utilization of the 
potentials of the patients and _ the 
families. 


1) Educate the family members and 


eradicate their unecessary fears 
regarding the patients’ illness 
behaviour and management, 


through discussions. 


Make them understand about the 
importance of meaningful and 
productive activities of the patients 
(‘Idle mind is Devil’s workshop’). 
Help them to engage the patients 
in self-care and vocational 
activities. 


2) 


3) 


4) 


5) 


6) 


7) 


8) 


Emphasise that overprotection is 
as harmful as utter neglect of the 
patients, 


Explain about the importance of 
the regular treatment and periodic 
follow ups, for improvement. 


Help them to be aware that 
congenial family atmosphere would 
intensify the process of recovery. 


Persuade the family members to 
involve the patients in all family 
social and recreational activities. 


Guide them to reach the appro- 
priate psychiatric facilities in times 
of crisis. 

Mobilise the community resources 
for helping the patients (in Day 
Care, free medication,  trans- 
portation, employment etc.) 


9) Give kind and affectionate instruc- 
tions to the patients, to co-operate 
with family members. 


10) Organise educative lectures on 
mental health problems to groups 
of members of voluntary agencies, 
mahila mandals, teachers and 
students in order to be aware of 
mental illness, to accept and help 
the mentally ill. 


While talking to the families, 
remember they should be listened too. 
Avoid taking sides and also avoid 
becoming a judge passing judgements 
“that is wrong”, “that is right’’, etc. 


Keep in mind that if the family 
could accept and help the mentally ill, 
the society will not reject him/her. 


SECTION 8 


FITS 


‘Epilepsy’, commonly called as ‘fits’ 
is an illness which is quite common in the 
general population. One out of every 
hundred persons would have suffered 
from ‘fits’ at sometime or the other. It 
is sO common that even a child can 
narrate what happens to a person when 
he has a fit. It occurs with varying 
frequency and comes on _ usually 
suddenly. 


It is caused because of certain 
disturbance in the normal electrical 
activity of the brain (brain too, like some 
other organs in the body for e.g., heart - 
has normally an electrical activity which 
can be recorded on a graph paper for 
example like ECG.) The usual presenta- 
tion of fits or convulsions (epilepsy) is as 
follows. The attack comes suddenly and 
often without any warning. In many 
cases the person may have some warning 
Signs that he may have fits. These signs 
may appear several hours before the 
actual fits. But sometimes, they may 
appear only few seconds before the fits. 
For example, these are, seeing flashing 
lights or discomfort in the stomach. 
Then person falls down with or without 
a loud cry and is unconscious. There 
would be jerking of, upper and lower 
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limbs after initially being very stiff for a 
while. This jerking would last for a few 
minutes. The eyes would have jerky 
movements too and roll up. After the 
fits, often the person goes off to sleep, 
to wake up and be normal a few minutes 
(to a few hours) after the fit. Many 
people bite the tongue and get hurt 
during the fit. Some people pass urine/ 
stools without their knowledge during 
the fit. Following the fit and the sleep, 
the person wakes up and would be 
perfectly normal. Some people complain 
of headache, bodyaches and pains, 
lasting for a day or two. A fit can 
occur any time of the day or night 
(including when the person is_ sleeping 
and when the person is alone) and the 
person may hurt himself because of the 
sudden fall. The frequency of the fit is 
highly variable and is different from 
person to person. It may vary from 
several attacks per day to one or two 
attacks in an year. 


In most cases of fits, the exact cause 
is not known. In a few cases which are 
usually the late age onset fits, the cause 
may be known. The fit may be because 
of any illness of the brain like a tumor, 
clot etc. In most cases of fits where the 


cause is not known, the sufferers are 
young. Many have their first fit when they 
are below 15. In childhood high fever 
may also cause fits. 


There are medicines available now 
which can control or cure fits. These 
medicines are freely available and 
inexpensive. The commonest are Pheno- 
barbitone or Gardinal. Once started they 
have to be taken very regularly, without 
missing even a single dose of the medi- 
cation, for a long period which is usually 
five years continuously after the occur- 
rence of the last fit. The diagnosis of 
fits and starting of treatment for it are 
not very complicated tasks and these can 
be done by any general doctor, not 
necessarily by specialists alone. Only a 
very small percentage of people suffering 
from fits need investigations like X-rays, 
EEG etc. These are patients in whom a 
primary illness (manifesting a secondary 
symptom - fits) is suspected. In such 
cases, in addition to the pills for the fits, 
treatment for the primary illness will also 
have to be attempted. 


A person who is being treated for 
fits and whose fits are successfully 
controlled is like any other normal person 
and can take up any routine job, get 
married, have children etc., and lead a 
normal life. Perhaps there are only very 
few things that such a person should not 
do: like a job which involves working in 
‘heights’ - e.g. an electrician who has to 
climb a pole for his work. Work which 
involves frequent disruptions in the time 
of duty, nature of tasks etc. - because it 
is known that a highly irregular routine, 
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sleepless nights, frequent stresses etc., 
can act as precipitating factors for the 
occurrence of a fit. The only thing 
a person with fits has to do faithfully is to 
take his medications every day, without 
fail. A person whose fits are well 
controlled can get an attack if the medi- 
cations are stopped. | 


What was discribed earlier is the 
commonest type of fits which all people 
are familiar with. There are certain 
Other types too, which are slightly 
different from this. In some, the jerking 
of the limbs may not occur, but the 
patient may get into a dazed state 
lasting for afew minutes only and do 
thing which he cannot remember later 
on. In some cases, the unconsciousness 
may not be present but only jerking 
movement of only a part of the body 
(not of the four limbs) would be present. 
In all these cases, the right thing for you 
to do is to refer to a doctor, who will 
diagnose the condition and start the 
appropriate treatment. 


So our tasks are to 

1) identify epileptics who are 
continuing to get fits, either 
because they have never been 
treated or irregularly treated; 


2) refer such patients to a doctor; 

3) follow them up and see that 
they are regular in medications 
and are free from fits; 

4) educate the family and others 


concerned regarding the nature 
of illness, thus educating the 
community and removing all 
stigma about this illness. Se5e 


SECTION 9 


How to Interview, Work up and 
Follow up Cases ? 


(a) Techniques of Interviewing in order 
to gather information about the 
client 


1. Introduction and_ explaining 
the purpose of the interviewing. 


2. Facilitation of communication 


i) How to helpa shy, non- 
communicative person (ex. 
the counsellor should not 
get anxious and talk too 
much himself. He should 
talk of matters of interest to 
the client). 


li) How to avoid rambling talk 
by an over talkative person 
by bringing him back to the 
issue in question. 

Clarification of problems. 
Picking up of cues, hints or 
clues (verbal or physical - as 
demonstrated by the film). 

5. Cross checking of the informa- 
tion (of the client himself and 
those nearest to him). 

6. End the interview by asking if 
there are any doubts. or 
questions. 
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One of the important issues to 
remember is that both the client and the 
counsellor start feeling, more comfortable 
in each others presence. The degree of 
comfort may be shown by the ease in 
talking and decreased physical signs of 
anxiety. 


Discussions : 


It was asked with reference to cross 
checking of information, for example, 
what would happen if the spouse who is 
the cause of the trouble refuses to come. 
It was pointed out that to help the client 
it is necessary to get significant figures 
creating distress. When this is not 
possible a client might still feel relieved 
by talking to a counsellor. 


Once the client is made to feel 
comfortable the counsellor can start 
working up the case. It is not necessary 
that one follows the ‘preliminary’ record 
from step by step. Nor is it advisable to 
collect only as much information as 
required in the record form. What is 
important is to get certain necessary 
biographical information, details of the 
problems faced by the client, how the 
problems started, how long they have 


been there and under what circumstances 
did they develop. Regarding the actual 
circumstances wherein the problems 
emerged there are three possible ways of 
viewing the situatious. 


i) Some situations may definitely 
appear to have caused a situation 
as seen by the client (ex. failing 
in school and feeling sad about 
it). 

ii) While there may be a situation 

which has caused the problem and 

the client may not be aware of it. 

(ex. headache while. in the com- 

pany of a nagging mother-in-law 

or spouse). Here it is fairly obvious 
to the counsellor but not to the 
client. 


There may be situations wherein 
though the symptoms are of 
psychological origin, the situations 
causing it may take a long time 
to uncover. Although the problem 
appears simple, on the preliminary 
record sheet, it is not so in 
actuality. Thus, when you do not 
grasp a situation it is better to 
interview the client a number of 
times before jumping into conclu- 
sions regarding possible contri- 
butory factors. 


iii) 


(b) Management 
What has been done ? 
Here one is expected to report what 


has he done regarding the _ clients 
‘problems. This could range from simply 
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listening to the client, consoling him, 
actully trying to change the situation 
causing distress and many other ways of 
handling a situation. 


What has to be done? 


After each interview the counsellor 
has to plan one or a few steps ahead as to 
what one should do about the client’s 
problems. 


Here three major areas of work are 
decsribed. There are: social, psychologi- 
cal and medical components. In any 
of the above three, a client may need 
to be-referred or directly dealt by the 
lay counsellor. 


i) Referred to a particular agency 
dealing, with such problem 
psychological, social or medical. 


Or one may have to take up 
dealing with the social network 
and directly tackle the problem 
(ex. visit the family to talk to 


ii) 


the spouse or mother-in-law, 
visit the employer or head- 
master). 

(c) Follow up 


All of us have a great deal of 
enthusiasm to work up a case, discuss 
without counsellor, colleagues or super- 
visors, but often tend to get bored once 
the initial enthusiasm wears off. Counse/- 
ling process can be understood only if one 
stays with client long enongh to see the 
eventual outcome of ones own efforts. 
For example, a client may feel absolutely 
well after one sessson and may not see 


the counsellor again. But the problem 
may occur sooner or later once again. 
At times even after 10 sessions there 
may be no progress, then it is essential 
to see what has gone wrong and review 
the situation. It is essential to remember 


that all clients may not recover 
completely. One learns by one’s failures 
as well as successes in counselling. Hence 
it is important to do a long term follow 
up of one’s work with clients and check 
on presence or absence of progress. 


—~— OEE 
. 
' 
pa ee HEA “Yay 
OMA RAR TAN 
21 We Cow a © 
4] MH \oO wok ry 


SECTION 


ILLUSTRATIONS 


CASE 
Case No. 1 


A Counsellor, during her regular 
visits to the general hospital met Anita, 
a woman of 30 years. Her husband, an 
alcoholic was taking treatment for his 
physical complications. His drinking had 
given rise to lots of debt and his interest 
on his wife and child was nil. He was 
quarrelsome, aggressive and was 
contemplating a Jegal divorce. His parents 
did not find him problematic. They were 
ready to keep him with them as he was 
on a permanent job. Anita was 
thoroughly shaken and had _ severe 
suicidal ideas as she did not have her 
parents to support. 


The Counsellor visited Anita and 
her husband regularly at the Hospital 
and discussed with her inlaw on a home 
visit. | Because a reconciliation was not 
possible and Anita’s husband was ill- 
motivated to give up drinks, through the 
Centre’s contacts, Anita was placed as a 
helper in a private school and a free 
hostel accommodation was arranged. Her 
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son was also helped to get a seat in a 
residential schoo]. Contact with Anita 
and her family is maintained. 


Case No. 2 


Ramachandra, an unemployed 
graduate became depressed and was 
brought to the Counselling Centre. He 
was withdrawn and not interested in 
any work or activity or in personal 
appearance. His parents were worried 
and helpless. 


The Counsellor talked to him 
regularly in five sessions and discussed 
his problems with the visiting mental 
health professionals. With a genuine 
concern and care, the Counsellor could 
convince Ramachandra for psychiatric 
consultation. He also helped him to get 
a temporary job on a trial in his own 
office. With his constant support and 
with the help of regular medication, 
Ramachandra functioned well in his job 


and continued. On counselling, his 
family also improved in its understanding 
of Ramachandra and in its adjustment. 


Case No. 3 


20 years old boy, having had homo- 
sexual behaviour and problem of non- 
dependent drug abuse came to the 
Counselling Centre on his own. Although 
people had referred him to psychiatric 
hospital, he was reluctant to go because 
of the stigma attached. He had come to 
the city to settle, leaving his family, that 
was far away. He was employed; had 
no friends and was feeling lonely. He 
was feeling inadequate to maintain 
relationships with others. 


With the guidance of the profes- 
sionals, he was seen regularly by a 
Counsellor. It took many sessions to 
develop a friendly relationship as he had 
had many unpredictable relationships in 
the past. With continued long term 
counselling, he could improve his under- 
standing of self and develop friendship. 
He could overcome his homosexual desire 
and drug abuse. He had increascd his 


interest in social and leisure time 
activities and is a responsible man 
to-day. 


Case No. 4 


A woman of 30 years came to the 
Centre in a _ helpless situation. Her 
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husband, who had been ill treating her 
because of his monetary expectations 
from. her family, sent her out of the 
house after beating her up. Her family, 
who was also equally shaken up, was 
contacted the same day. The issues were 
discussed. Her family had provided all 
what they could. Detail discussion with 
the client revealed her husband’s assets 
(personal and emotional). It was realised 
that he was more influenced by his 
parents without asserting himself. The 
Counsellor called on her husband. 
Despite the unpleasantness met by the 
Counsellor in her husband’s family, he 


discussed the matters. Later, in 
individual sessions, he encouraged the 
husband to _ reinstate himself as a 


matured individual keeping in mind the 
possible consequences of sending his 
wife out. 


Because of the Centre’s involvement 
in this issue and with the support of 
the clients husband the reconciliation 
was done helping the couple live 
independently. 


Case No. 5 


A mother of a mentally retarded 
child was referred to the Centre for help. 
She had been feeling guilty for having 
borne a retarded child. | She could not 
accept the fact, that her child was 
mentally retarded. Her husband, who 
was loving and caring started treating 
her differently. She felt, her life was 


meaningless inspite of her education 
and good social status. 


Both the parents were called to the 
Centre along with the child and they were 
helped to discuss on mental retardation. 
They were given an understanding on 
their child’s potentials and how it could 
be properly trained and utilised. Also 
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they were explained how important it is 
that they should jointly help the child to 
learn independent living. They were 
educated to train the child in evezy skill, 
with their own resources and with the 
help of a special school. The follow up 
visits reveal the parent’s acceptance of 
the child’s limitations and his improved 
functioning. 


An 


to 


Introduction 


HINDU SEVA PRATISHTHANA 


Hindu Seva Pratishthana is a 
Foundation established in 1980 with the 
objective of selecting, training and 
deploying Hindu Missionaries for the 
protection and service of our society. 
These social workers, called ‘Sevavratis’ 
will be assigned work in specific fields 
of social service and nation-building 
activities. 


Today our country is faced with 
thousand and one _ problems’ and 


challenges; the people are undergoing | 


severe hardships ; majority of our people 
live below the poverty line; thousands 
of families live without a square meal 
a day or a patch of shelter. Yet, the 
tragedy of our country is that there is 
a serious dearth of selfless, service- 
minded people who would undertake to 
change this condition. What a paradox 
it is that a country with such a great 
heritage and culture should not merely 
be poverty-stricken but also cursed with 
fissiparous tendencies of caste, creed, 
language, region and such other narrow 
feelings and social evils, such as corrup- 
tion, nepotism, untouchability. It is high 
time that we cried a halt to all tall talk, 
and instead, work hard to bring about 
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the much needed change in the society. 
Bharat is essentially the land of Hindus 
and it-is the Hindu society which has to 
be transformed and elevated to secure a 
covetable place in the comity of nations. 


Fulfilling This Need 


On the basis of observations made 
by eminent social workers, we feel that 
there are hundreds of young men and 
women eager to serve society, but with- 
out an opportunity. By virtue of our 
experience in social work we also find 
persons and institutions eager to provide 
resources for such work of social service 
and nation-building activities. 


Now, there is a need to pool such 
resources, collect such young men and 
women and train them for specific work 
and deploy them in suitable areas. It 
is precisely with this vision of National 
resurrection that the Hindu Seva 
Pratishthana has taken birth. 


The Pratishthana has tailored a 
suitable special training for such social 
workers endowed with missionary zeal 
and self-sacrifice who offer to devote 


their whole time and work among the 
masses. 


PLANS AND PROJECTS 


Sponsored by Pratishthana 


I 


‘Sevavrati’ Training Camps 

To train Sevavratis (Missionaries) 
dedicated to the cause of social 
service and to deploy them in 
various fields of social welfare. 


Samskrit Conversation Camps 


Running ten-days’ Samskrit con- 
versation camps for popularising 
Samskrit as a spoken language, 
Samskrit teachers’ training camps, 
Samskrit homes etc. Production of 
Samskrit literature. Assisting in 
the production of Samskrit edition 
of ‘Chandamama’ monthly 
Magazine. 


Seva-in-Action 

Seva-in-Action is a rural project for 
the community of handicapped and 
deprived children. The project 
caters service to more than 1000 
children. 


Vriksha Laksha Yojana 


A joint programme of Seva Sagar 
and Arogya Vikasa Prakalpa to 
plant and protect a lakh of trees 
year after year with the co-opera- 
tion of Forest Department of 
Karnataka. 


Vidyarthi Vikasa Nilaya 


A students’ hostel at Bangalore for 
inculcating patriotism and to create 
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academical environment 
college students. 


among 


Samskara Kendras 


Cultural centres at several places 
for initiating and developing suitable 
cultural habits and moral education 
among children. 


Bala Sangama 


Holiday camps of a week’s duration 
during long vacations for creating 
social virtues and spirit of co- 
operation and  co-habiting and 
developing decent tastes among 
children. 


Dharmashala 


A rest house at Bangalore for 
providing shelter to pilgrims. 


Charitable Hospital 

A Dispensary at  Jigani, off 
Bangalore, for providing not merely 
medical treatment, but also to cater 
to the entire health needs of the 
rural population in that area. 


Arogya Vikasa 


An integrated scheme for the 
development of a cluster of twenty- 
two villages in Shimoga District. 


Training in Yoga 

Running Yogasana classes at several 
places. 

Prasanna Counselling Centre 


A free family counselling and 
guidance centre at Bangalore, to 
offer counsel to embittered and 
disappointed persons in life, who 
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labour under severe psychological 
stresses, strains; thereby create in 
them self-confidence, better under- 
Standing and adjustment and to 
prevent dismemberment of families. 
This Centre has been training lay 
volunteers in counselling. 


Swavalambana 
A self employment centre at 
Bangalore for destitute and 


abandoned women confronted with 
various adverse circumstances, to 
teach them a few crafts and to 
rehabilitate them. 


Hindu Griha 


Camps for Hindu couples for 
developing the environment of a 
true Hindu home which is in tune 
with our culture and _ traditions, 
and reflecting Hindu values of life, 
in the modern age. 


Vidya Nidhi 
A scheme to offer financial 
assistance to the needy and deserving 
students to enable them to continue 
their studies. 


Hospital Service 

A scheme for deputing Sevavratis 
(Sisters of Charity) to several 
Hospitals at Bangalore for 
supervising food distribution to the 
in-patients. 


Nurses’ Training and Service 


Deputing annually 7-8 women 
Sevavratis for nurses’ training course 
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of one year at big hospitals and 


deploying them as_ nurses in 
Charitable Hospitals. 

Publications Wing 

Producing suitable books and 


periodicals to provide good cultural 
training to the public through the 
medium of literature. 


In Association with Others 


1 


Vanayasi Kalyan 


A welfare scheme for tribal areas 
to provide the tribals with suitable 
education, cultural training and 
medical assistance in order to make 
them better citizens. 


Shishu Vihars 
More than one hundred Pre-Primary 
Schools for initiating suitable 


samskars (cultural training) among 
Children. 


Montessori Education 

A model Montessori School 
(Maguvina Mane) adopted to Indian 
situation at Chintamani in Kolar 
District. 


School for Mentally Retarded 

A school for mentally retarded 
children (Nivedita Manovikas 
Kendra) under the guidance of 
specialists at Bangalore. 


Orphanages 

Orphanages at Sakaleshpur and 
Ullal for providing shelter and 
maintenance to destitute children 


and giving them suitable samskaras 
(cultural training). 


Teachers’ Camps 


Conducting camps during holidays 
at Channenahalli and other suitable 
places for training the teachers and 
make them competent enough to 
give the correct type of samskaras 
(cultural training) to the children 
to create devotion, patriotism and 
other virtues among them and 
develop their personalities. 


Consumers’ Forum 


A forum at Bangalore to tackle the 
problems which confront the consu- 
mers, clients and customers in 
various walks of life and providing 
guidance and to create awakening 
among them. 


Gramotthan 


A scheme for the all-round develop- 
ment of a cluster of backward 
villages in Timmasandra and Malur 
Hoblis in Channapatna Taluk of 
Bangalore District. 


28 


10 


11 


12 


Sevadham 


A Scheme at Teerthahalli in Shimoga 
District for providing free residential 
facilities to the persons who 
accompany the sick people, admitted 
as inpatients in the local hospital. 


Seva Sagar 

An integrated programme for the 
development of the entire Taluk 
of Sagar in Shimoga District - rural 
development, education and cultural 
activities (samskars) having 
prominence. 


Akshaya Seva 


An integrated programme for the 
development of the entire Taluk of 
Sirsi in North Kanara giving 
prominence to protection of 
environment and afforestation. 


Seva Sankalpa, Arsikere ; 

Seva Vahini, Bhatkal ; 

Seva Sangam, Kundapur 

Seva Sankalpa, Arsikere; Seva 
Vahini, Bhatkal; and Sava Sangam, 
Kundapur integrated development 
emphasize on education and cultural 
activities. 


Prasanna Counselling Centre 


Hindu Seva Pratishthana (HSP) is a Voluntary Social Welfare 
Organization in Karnataka. Jt has set-up many schemes to help the 
needy in our society. To counsel and guide the individuals and, 
families in distress, HSP started the Prasanna Counselling Centre 
(PCC) at ‘Bangalore, in 1980. ‘Since its inception, it has helped 
hundreds of individuals who have been in crisis, distress and diffi- 
culties. The nature of problems that the Centre has. intervened ‘varies 
from mild emotional problems to rehabilitating disintegrated and 
broken families. 


Prasanna Counselling Centre offers necessary psychological and 
social assistance to the individuals going through family discord, 
maladjustment, battering, desertion, separation, abduction, ete: 
through various professionals, counsellors and experts. 
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The Centre does not have religious or political affiliation and it 
serves all. The focus of the Centre is wider to analyse the social 
influences that give rise to individual problems and to provide objective 
information to the public by organising lectures, seminars and meetings. 
This is in order to promote awareness in matters affecting the family, 
women and children, to help formulate responsible attitudes towards 
marriage and to family life, andto prevent social and emotional 
distress in general. PCC helps the physically, mentally and socially 
handicapped individuals in their rehabilitation. PCC also has been 
providing regular programmes to cancer patients. It has prepared two 
batches of suicide prevention workers to prevent self-harm and to listen 


to their ‘“‘cry for help”’. 


In addition to serving the public free of cost, PCC also trains 
volunteers in effective counselling. These volunteers are people from 
different walks of life who are warm, sensitive and genuinely 
interested in helping others. The training in counselling is given by the 
expert mental health professionals from NIMHANS. Till today, 


150 such volunteers have undergone training in counselling and they 
have been helping individuals with problems in their respec tiveplaces. 
This training is found to be effective to reach the unreached. 


For all these above-said purposes, the Centre works in close 
co-ordination with already existing other welfare organisations and 
with individuals having genuine concern. The centre intends to 
extend its functions by opening more Counselling Centres, Day Care 
Centre, Half-Way Home, Suicide Prevention Programme etc. 


To accomplish these tasks the Centre needs your help too. You 
can help us by: 


(1) Referring disturbed individuals and the families to us for 
help. : 

(2) Volunteering to spare your time to help people in distress. 

(3) Assisting us financially to help those in crises. 


(4) Being a well-wisher of our Centre, if you are a 
Welfare/Health/Legal Professional. 


HH 
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Paper I 


DECENTRALISING 
MENTAL HEALTH CARE 


An interesting experiment in Bangalore aims at training lay volunteers as agents of 
mental health care. DR. MALAVIKA KAPUR* describes the scheme. 


It is widely assumed that only profes- 
sionals ought to be involved in the care 
and treatment of the mentally disturbed. 
But professional help is expensive ; often, 
it is simply not available. Further, people 
show a marked reluctance to tackle minor 


problems through impersonal, formal 


channels. As a result, mental health 
care simply does not reach all those who 
need help. Recognising the need for an 
innovative approach to mental health 
care, two Bangalore-based organisations, 
the National Institute for Mental Health 
and Neuro Sciences (NIMHANS), and 
the Hindu Seva Pratishthana, a voluntary 
agency, have launched an _ interesting 
scheme to train lay persons as mental 
health care volunteers. Based on two 
key principles, community participation 
and the use of available human resources, 


_ the project aims to train non-professionals 


in mental health work, and to provide 
help in urban areas where there is less of 
family and community support. 


The lay volunteers belong to differ- 
ent walks of life: school teachers, factory 


workers at middle and higher cadres, 
bank officials, housewives. But they share 
a common concern: how to alleviate the 
suffering of others. The volunteers provide 
counselling services in the commu- 
nity by running a free counselling centre. 
They identify, refer, and follow up 
psychiatric problems and help in the 
rehabilitation of those with serious 
disorders. People with minor problems 
are helped by listening to their problems, 
putting them in touch with agencies 
which offer help, and dealing with family 
and interpersonal problems, all within 
natural networks. 


Evolution of the Programme 

Beginning in 1980, the programme 
has gradually evolved through several 
phases over the past seven years. The 
first phase aimed at a suitably simple 
training package. This consisted of a 
series of lectures dealing with psychiatric 
problems, distribution of handouts, 
screening video films, hospital visits and 
training in the skills of interviewing, case 
taking and counselling. 


* Associate Professor of Clinical Psychology at NIMHANS, Bangalore. 


Mit 100 rx 


07164 


In the second phase, the emphasis 
was shifted from the training package to 
the trainees, their personality variables 
and motivation. In addition, a training 
ground was provided by opening a 
counselling centre to be run by the 
trainees themselves. This was essentially 
to overcome the difficulty of not being 
able to supervise their actual] work in the 
earlier phase. 7 

In the third phase, the training 
package was stripped to bare essentials 
in ten sessions of didactic teaching and 
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training programme is run according to a 
well-planned structure. It is split into 
two stages of six months each. The 
training sessions are conducted once a 
week, for an hour and a half in the even- 
ings. In the first stage, all the trainees 
are given a mental health education 
capsule, consisting of lectures on minor 
problems of living such as fears, anxieties, 
somatic manifestation of anxiety, stress 
related to age, childhood and adolescence 
disturbances, serious psychiatric illnesses 
such as psychoses, drug and alcohol 


“My own experience of the sufferings of my family members, prompted 
me to serve others who have experienced similar suffering. As a suicide 
prevention volunteer for 12 years, having seen thousands of cases of 
attempted suicides, I realised that a place where people can share their 
problems was a very necessary community service. The seven years 
of working in the centre has been a very rich experience for me, 
contributing a great deal to my personal growth. The work has enabled 
me to not only help others, but also to widen my own horizons of 
understanding. To me, every client is a book from which I learn a great 
deal. Many more such centres, where people are willing to listen 
to others sympathetically, are a necessary aspect of community work.” 


the focus shifted to the smooth running 
of the centre. 


With all the back up experience, the 
training programme in the fourth phase 
essentially focussed on the screening of 
trainees and on the welfare of clients, 
whose number had increased gradually 
over the past few years. 


During the last phase, the trainees 
were given simulated interview experience 
as well as feedback and further training 
when needed. Today, the year-long 


Miss M. C. Pankaja, School Teacher 
Coordinator of the Prasanna Counselling Centre, Bangalore 
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dependence and social and interpersonal 
problems. At the end of this stage, 
before and after evaluation, the trainees 
are screened according to three major 
aspects: knowledge gained during the 
first stage of the programme; social, 
health and occupationl adjustment; and 
the ability to emphathise. Those found 
eligible contiune into the second stage as 
trainee counsellors. 


In the second stage, the trainees 
attend the counselling centre as observers. 


They also present the cases observed by 
them to the group and to the supervisors 
who consist of a team of mental health 
professionals (a clinical psychologist, a 
psychiatrist and a psychiatric social 
worker) along with the coordinator 
(a trained lay counsellor). The team 
also assesses cases if required. 


In general, the trainees stay on with 
the Centre for only one or two years 
following training. So, the training pro- 
gramme has to be conducted each year 
in order to have enough personnel to 
run the counselling centre six days a 
week, from 6 to 8-30 p.m. Out of 150 
trainees who joined the course, 70 had 
completed the programme at the end of 
the first seven years. 


In the first three years most of the 
trainees were men, but this trend changed 
in the latter three years. In general, the 
trainees were between 20 to 40 years of 
age, college-educated and most of them 
had professional, technical or clerical 
occupations. Housewives also formed a 
major group. Married and unmarried 
people were equally represented. 


From 1981 to 1987 the centre 
helped about 800 patients who were 
troubled by marital problems, un- 
employment, suicide attempts, adolescent 
problems, love affairs and drug and 
alcohol dependence. 


Conclusion 


At the end of its first seven years, the 
training programme has thrown up a few 
important lessons. Firstly, no effective 
training programme for mental health 
work can be conducted without a 
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mentally ill and their families. 


LS 
“I came to the Centre six months 
back as a trainee. I wanted to spend 
my time usefully and help people who 
were in need of it. I found that I 
had tremendous strength in me. I am 
gaining self-confidence and happiness. 
To my surprise I find my personal 
problems disappearing as I learn more 
about dealing with others. All of us 
should share our knowledge and time 
for those who need help.” 


Mrs. Vinutha Srinivas 
Housewife and Yoga Teacher 
Bangalore 


training ground to carry out the practical 
work under supervision. Secondly, 
effective provision of mental health care 
can be carried out on a voluntary basis 
by non-professionals, but it requires a 
resource person dedicated to such work 
on a long term basis. Thirdly, apart from 
supervising trainees, the team of super- 
visors ought to provide adequate back up 
support. There should also be continuity 
in the functioning of supervisors and 
resource persons and, ideally, in the 
trainee counsellors too. If properly 
screened, lay volunteers can be a rich 
untapped resource which can be effectively 
utilised to run self-help groups, to provide 
employment or training facilities, and to 
work in institutions catering to risk 
groups such as orphanages, remand 
homes, homes for the elderly, the 
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Paper I 
Training of Volunteers: 
A Case Study. in Human Resource 
Development in Counselling” 


‘S. Rajaram,' Malavika Kapur,’ 

Problems related to day-to-day 
living, human interaction, health in 
general and mental health in particular 
are on the increase in our society that 
encounters innumerable changes and 
influences. People with these problems 
require some help. Many a time such 
helps are provided by their social network 
members. On a few instances, support is 
provided by some agencies or personnel 
who are identified to offer this care. It 
is a fact that all the persons where 
problems could be mitigated do not get 
required help, owing to reasons like 
people’s ignorance of the available 
facilities and programmes, unscientific 
and unacceptable attitudes towards 
support mechanism and modalities. Such 
problem in the field of health make 


* 


B. N. Gangadhar,? 
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health care more complex and difficult. 
Also the welfare activities are under- 
going dehumanization as a result of 
industrialization and urbanization. 


If any alteration in the attributes or 
psychosocial functioning of individuals, 
groups, institutions or society need to 
take place, we need to have collective 
action. Professionals can play a vital 
role in the process of causing such a 
planned social change. They can generate 
immense efforts and energies by making 
use of the available human resources 
towards better understanding, increased 
tolerance and _ strong social support 
systems. 


In this context, psychosocial 
counselling will be relevant and useful. 


Paper presented at the ‘‘First International Conference on Counselling for Social Change’’, 
August 13-15, 1987, at Christian Counselling Centre, Institute for Human Relations, 
Counselling and Psychotherapy, Vellore-632001, India. 


1 Psychiatric Social Worker, 


National Institute of Mental Health and Neuro-Sciences (NIMHANS), Bangalore-560 029 


2 Associate Professor in Clinical Psychology, 


National Institute of Mental Health and Neuro-Sciences, Bangalore-560 029 


3 Lecturer in Psychiatry, 


National Institute of Mental Health and Neuro-Sciences, Bangalore-560 029 


4 Co-ordinator, Prasanna Counselling Centre, 


Hindu Seva Pratishthana, Bangalore 


“Counselling is an accepting, trusting, 
and safe relationship between a counsellor 
and one or more clients. Within this 
relationship, clients learn to face, express 
and cope with their most disturbing 
feelings and thoughts, they also develop 
the courage and self-confidence to apply 
what they have learned in changing their 
_ behaviour” (Ohlson, 1970). Counselling 
service could be offered at different levels: 
professional level, paraprofessional level 
and non-professional. 


It is essential that when the needy 
are expected to get appropriate services, 
the counsellors or the interventionists or 
the helpers need to be available in the 
agencies, in the community, or in the 
neighbourhood. Considering the magni- 
tude of the emotional and interpersonal 
problem, paucity of mental 
professionals and socio-economic 
constraints of the people, suitable 
alternatives are thought of, to make help 
accessible and available. One such 
alternative is offering seientific orienta- 
tion on human relations, helping skills 
and communication techniques related to 
helping situations, to all those in the 
community ready to help their 
neighbours in times of need. By such 
efforts, we are creating links between the 
community and agencies causing rippling 
effects of change in the society. Such an 
attempt is made in regard to counselling 
in mental health problems. The National 
Institute of Mental Health and Neuro- 
Sciences, Bangalore has been training 
volunteers with service interest coming 
from various walks of life, in coordina- 
tion with a voluntary agency. 


health 


35 


In brief, the present paper deals 


with experiences, observations and 
interactions a team of mental health 
professionals had with groups of 


volunteer counsellors over a period of 
six years. This will give an idea how 
such things could be replicated in other 
fields so that healthy changes could be 
caused in respect of health, welfare, 
development and education. 


Origin of Lay Volunteers’ Training 


Within the framework mentioned 
above, a project of training the lay 
volunteers in counselling was started in 
the year 1981. The implementation of 
the programme was enhanced by the 
active involvement of a reputed voluntary 
agency Hindu Seva Pratishthana that is 
situated in Bangalore. Thus this activity 
is the culmination of the collective efforts 
of the mental health members of 
NIMHANS and the voluntary agency 
personnel. While the former provided 
the training inputs, the later looked after 
the organizational aspects. Every year a 
press note is released in the Daily News- 
papers and the persons interested are 
asked to approach the centre for detail. 


Screening Procedures 
a) In the first phase, the details and 
requirements of the training 
programme are explained to the 
persons who contacted the centre in 
response to the press note. 

b) In the second phase whoever is will- 
ing to accept these conditions are 
asked to undergo a_ screening 


procedure, the purpose of which is 


explained to them in detail. This 
screening includes administration of 
the following instruments : 


1. Bell’s Adjustment Inventory 


2. Mehrabian and Epstein’s 
Emotional Empathy Scale 


3. Attitude towards emotional 
disturbances 


Based on these scales, volunteers 
are selected for the programme. 
Those who are not selected are 
helped to understand the rationale 
of the procedures and were guided 
to use their social service interest 
appropriatley. 


(c) In the final phase of the screening, 
those who are selected, are briefed 
about the mutual role of the trainees 
and the trainers, facilities provided 
by the voluntary agency, communi- 
cation channels, accountability, 
simple code of ethics and other 


related issues. 


Training Personnel 


A mental health team consisting 
of a Psychologist, a Psychiatric Social 
Worker and a _ Psychiatrist from 
NIMHANS is responsible for the con- 
duction of this programme. In addition 
to these members a teacher who is a 
trained counsellor (trained in the 
Christian Counselling Centre, Vellore, 
the venue of the conference) herself 
volunteers with commitment representing 
the voluntary organization. As a 
coordinator she is actively involved in 
the collaborative efforts of this training 
programme, 


Likewise, some of the ex-trainees 
of this programme extend their practical 
knowledge and experience to the partici- 
pants of the course. 


All training sessions are conducted 
in the voluntary organization that runs 
a counselling centre. 


Profile of Volunteers 


In any programme, whether it is 
advanced research in atomic energy or 
computerised activity, the persons 
involved matter a lot. It is more so in 
helping situations involving trusting 
emotional relationships. Based on the 
available data in the records, the 
background materials are provided. 


It is interesting to know that in the 
initial three years of this programme, 
men were in majority. However, the 
trend got reversed in the consecutive 
years. This in turn shows that, lay 
counselling is not the prerogative of any 
one sex. 


The lay counsellors predominently 
belonged to the age group of 20-40 
years. In all the six years there was 
an uniform trend of increasing age with 
decreasing participation. However a 
considerable representation was noticed 
even in the age group of above 50 years. 


In respect to the lay counsellors’ 


_ Educational Background the graduates 
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and post-graduates showed more inclina- 
tion in taking up the training in lay 
counselling. Matriculates and inter- 
mediates had also participated. This 
again shows that the level of education 
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need not necessarily be the main 
determinant of their intention to become 
lay counsellors. 


Occupational Status of 
Lay Counsellors 


They were predominently _profes- 
sionals, technical supervisors or in 
clerical cadre. It is important to note 
that housewives formed a_ significant 
segment of this lay counsellors. Evidently, 
irrespective of their occupation, people 
can be trained in lay counselling. 


As far as the marital status of the 
lay counsellors is concerned, both the 
married and unmarried were almost 
equally represented. There is an 
increasing trend in regard to the partici- 
pation of married people in _ this 
programme since 1981. 


Analysis reveal that majority of the 
Lay Counsellors commuted a distance of 
3 to 8 Kms on the day of the training. 
Others had to cover varying distances, 
the maximum being 35 Kms. For many, 
the distance was not a barrier. 


Perceived Motivational Force of the 
Lay Counsellors 

Though data was not available for 
all the counsellors in this regard, the 
available information indicates’ the 
following motivating factors in taking up 
the training programme : 


(a) To fulfil their innate desire to serve 
the needy. 


(b) To improve their psychological 
understanding of people in trouble. 
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subordinates, 
their 


(c) To counsel _ their 
colleagues and clients in 
problem situation. 


The preliminary analysis of the 
personal characteristics of Lay Counsel- 
lors in the past six years show that Lay 
Counsellors can be of either sex, pre- 
dominently with higher education, with 
varying occupations, being married or 
unmaried and travelling from a distance 
of 3 to 35 Kms; 


Contents of the Programme 


The contents of the training include 
the following : 


- Dimensions of normal mental 
health. 

- Common causes and manifesta- 
tions of day-to-day tensions and 
neurotic problems. 

- A brief outline and management 
of severe psychiatric problem and 
epilepsy. 

- Alcohol and drug dependence as 
problem of mental health. 

- Impact of social problems on 
individual life. 

- Nature of suicidal problems and 
its prevention. 

— Stress and strains on little minds. 

— Interpersonal difficulties in marital 
and family life. 

- Importance of community partici- 
pation in helping the distressed 
and in rehabilitation. 

— Healthy coping mechanisms and 
social support. 

— Techniques of interview and art 
of asking questions. 

- Simple techniques of counselling. 


Skills of good counsellor. 

When and how to make home 
visits. 

Specific information on existing 
resources. 

Guidelines for referrals. 

Field level training. 


The training of these volunteers iss 
carried out in two phases. The first 
phase predominently deals with theo- 
retical orientation. The second phase 
exposes them to the practical aspects of 
counselling session, supervisory guidance 
and other feedback mechanisms. 


In the first phase of transfer of 
technology to the lay volunteers, the 
principles like simplification, | under- 
standability explanations with day-to-day 
illustrations and felt need orientation are 
carefully observed and each session is 
planned accordingly. High priority is 
accorded to provide adequate opportuni- 


ties for the participants to seek 
clarifications and to’ share _ their 
experience. 

In order to explain the features of 
severe psychiatric disturbances and 
childhood problems, ‘video’ materials 


were used in addition to lectures. 


To facilitate the exchange of 
volunteers’ experiences and views, free 
and frank discussions in group situations 
are encouraged. Similarly, the theoretical 
learning is well substantiated by practical 


knowledge on understanding  client’s 
problems and on _ counselling | skills, 
through working with clients under 
supervision. 


The skills of interviewing and 
techniques of developing rapport are 
imparted through role play methods. 


To create awareness in the existing 
health and welfare services, special visits 
to Governmental and voluntary agencies 
are organised. During these visits, efforts 
are made to enhance the interaction 
between other professionals and the 
trainees. Simple manuals are prepared 
based on the course contents. 


During the second phase of the 
training the trainees are exposed to 
interviewing the clients and counselling 
under the supervision of the trainers. 
The art of interviewing, empathetic 


_ understanding and helping are inculcated 
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during this field practice. Every trainee 
presents his/her counselling work to the 
group of trainees and trainers for the 
feedback appreciation. 


The entire programme consists of 


35 to 40 once a week sessions. Each 
session lasts for 90 minutes. 
Purpose of Training 

The contents and the training 


procedures of this programme aim at 
preparing volunteers, to know about the 
essentials of normal and abnormal 
behaviour patterns. In this process, they 
are guided to make use of this knowledge 
in their effective role functioning. They 
are oriented towards various helping 
situations they are likely to be exposed 
in the community. They are equipped 
with the skills of offering immediate 
help to persons with problems, specific 
Suggestions and concrete services. 


Impact of the Training Programme 


The post-training sessions and 
meetings with the volunteers, bring forth 
these findings regarding their 
activities : 


(a) 


service 


extending emotional support in 
the problem situation, 


(6) understanding the problem and 
accepting the persons, 

(c) listening to their miseries, 

(d) relieving their anxieties, 

(e) referral to suitable agencies 

(f) maintaining regular follow-up 

(g) organising educative lectures to 


groups of people in the schools, 
colleges, women’s organisation, 
voluntary agencies etc. 


It is inferred that the volunteers, 
with increased input of knowledge in 
counselling have improved their abilities 
as agents of social service. They function 
more systematically and are found to 
have greater potentials, as 


O They are indigenous to the people 
they work for. 
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They have easy accessibility to 
interact and enter into the social 
milieu of the distressed. 


QO They help the people within his 
frame of reference and could relate 
easily. 


QO They take an active part in the 
distressed person’s total life 
style. 


Conclusion 


No professional can function in 
isolation to bring a desired change in 
any aspect of human life situation. 
Community involvement is a must for 
the success of any development 
programme. It is more so for health care 
programmes. Utilisation of the immence 
potentials of human resources, 


especially in our country, could be 
invaluable. 
Issues like acceptability of the 


programme and the cost effectiveness of 
such lay counselling services deserve 
intensive research efforts by the 
counselling professionals. 
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4 le HAY asi 
qT tat argadagq | 
Baa Saacarai 


sitar earfaarara tl 


“I do not hanker after kingdom or Heaven ; 
nor do I desire salvation or absence of 
rebirth. All I crave for is an end to the 
suffering of all living beings.” 


The above verse from the Mahabharata is 
attributed to a king of the name of Rantideva. 
When he was offered a boon by God, all he 
prayed for was relief for suffering humanity, 
even though he was himself surrounded by 


misery. © 


